Dear Editor, I write to support the statement by Lose and Klarskov "There is a need to develop UDS (urodynamics) and reappraisal of its utility in predicting surgical outcome" [1] . The problem is that conventional urodynamic testing is not a good predictor of surgical outcome, as demonstrated by the New England Journal of Medicine study and the 2006 Cochrane statement [2] .
An effective predictive test already exists, a urodynamic validation of a simple clinical test described below [3] : pressing upwards on one side of the urethra (so as not to obstruct), immediately behind the pubic bone, controls urine loss and restores urethrovesical geometry, as demonstrated with transperineal ultrasound [4] . In my experience, the test is a good predictor of surgical success for urinary stress incontinence (USI), even for patients with cough-activated detrusor overactivity (DO), which it also controls. The same manoeuvre performed with pressure transducers in place caused increased urethral pressure on coughing [3] . This urodynamic test was found to be a more reliable predictor than transperineal ultrasound in patients with previous Burch operations [3] . This manoeuvre, "simulated" or "virtual" operation, is based on the concept that the directional striated muscle vector forces responsible for active closure (and opening) of the urethral tube rely on firm ligamentous insertion points. Loose ligaments lead to effective lengthening of muscle, which in turn invalidates the muscle forces generated [5] , leading to the inability to close the urethra, and therefore, incontinence. Pressing upwards creates a firm anchoring point for the muscle forces, reversing this process.
Fundamental to any predictive test is an understanding of the basic mechanisms of continence. Simplistically, whether a patient leaks or not depends on whether the resistance in the urethral tube at that point in time can resist the opening forces imposed upon it. This resistance is determined by the urethral radius, being inversely proportional to its fifth power at that point in time [6] . The only objective test that has the capacity to measure urethral radius, and therefore, intraurethral resistance, is a highly innovative (but neglected) technique developed by Lose himself [7] . If the Lose apparatus could be calibrated for its radius readings to be expressed as resistance, it would add 3 orders of magnitude (1,000 times) to the predictive accuracy of [4] as pressure reflects only the second power of the radius.
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